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PROSTHETIC COUNTERPOISE 


im Overbite Cases 


BLAIR C. MADSEN, D.D.S., Miami, Florida 


DIGEST 

The discussion in this article of 
the principles of prosthetic coun- 
terpoise (the introduction of an 
equivalent power in opposition 
to a destructive force in the mas- 
ticatory mechanism) is limited 
to the manner in which it is ap- 
plied in Class 1 and 2 overbite 
cases. A detailed description is 
presented of the technique em- 
ployed for providing balancing 
support to relieve the trauma 
imposed upon the incisor teeth 
in incisive function. 


The Masticating Mechanism 
Study of the history of man reveals 
that nature designed a masticating 
mechanism intended to function with 
multiple and balancing cusp contacts. 
This precise function was intended to 
exist, not only in hinge axis closure, 
but in right and left lateral and pro- 
trusive movements of the mandible. 

Environmental and Dietary Influ- 
ences—lIt is generally agreed that en- 
vironment and dietary refinements 
are responsible for the lack of normal 
wear on the teeth. This factor, in ad- 
dition to the tendency to continuous 
eruption, has resulted in the locked- 
cusp type of bite. Incisal overbite in 
varying degrees is usually found as- 
sociated with the locked-cusp type of 
bite. 

Product of Civilization—P. R. 
Begg’ states: “Man was not intended 


1Begg, P. R.: The Relationship of Orthodon- 
tics to General Practice, Am. J. Orthodontics 
31:10 (Oct.) 1945. 
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to retain all of his tooth substance. 
Rough coarse food, incised and 
chewed, produced flattened occlusal 
surfaces and an. edge-to-edge incisor 
bite. In assuming this edge-to-edge 
incisor bite, man’s lower teeth moved 
forward and assumed a relationship 
in which the cusps were unlocked. 
That is normal for adult man. Civili- 
zation alone has. produced the incisal 
overbite and lack of attrition.” 

Functional Malocclusion — When 
locked cusps and incisal overbite in- 
terfere with simultaneous contact of 
all teeth in hinge axis closure, or in- 
terfere with bilateral balance in all 
masticatory ranges, a condition oc- 
curs that is known as functional mal- 
occlusion. The destructive effect of 
functional malocclusion on the sup- 
porting structures, the arch form and 
the temporomandibular articulation 
is understood and recognized by prac- 
titioners. 

Corrective Techniques Established 
—Techniques for the correction of 
function malocclusion by occlusal 
equilibration, or selective grinding, 
are now well established and practical 
in application. It is agreed that oc- 
clusal equilibration should be accom- 
plished, as prescribed by various au- 
thorities*.*,*,°.®, before extensive oper- 


2McLean, David W.: Diagnosis and Correction 
of Pathologic Occlusion, JADA 29:1202 (July) 
1942. 

8Schuyler, Clyde H.: Fundamental Principles 
in Correction of Occlusal Disharmony, Natural 
— ‘es (Grinding), JADA 22:1193 (July) 
19 

‘Westbrook. me se +" of Centric 
Occlusion, JADA 39:407 (Oct.) 1949 

5Madsen, B. C.: Occlusion: A Cardinal Con- 
sideration, JADA 41:691 (Dec.) 1950. 

®Madsen, B. C.: Functional Malocclusion in 
Orthodontics, Am. J. Orthodontics 37:9 (Sept.) 
1 ; 


ative, restorative, or periodontal treat- 


ment is attempted. 

Problems in Correction—Interfer- 
ences existing on certain teeth which 
alter the normal hinge axis closure can 
be corrected. Interferences existing in 
right and left lateral excursive move- 
ments can also be corrected by occlu- 
sal equilibration. Attempts to relieve 
the trauma imposed on the incisor 
teeth in protrusive excursion have 
been limited because of the extensive 
overlapping of the incisor teeth, 
known as overbite. 

Stress in Incisor Teeth—When the 
mandible is thrust forward into pro- 
trusive or incisive position, the pos- 
terior teeth are usually disengaged, 
throwing the entire stress of the 
muscular forces on the incisor teeth. 
Esthetic and anatomic factors have 
made it impossible to shorten the up- 
per incisors sufficiently to permit the 
posterior teeth to come into contact 
to relieve the stress on the incisor 
teeth in incisive function. 

Definition of Deep Bite—In regard 
to incisal oxerbite Schweitzer’ makes 
the following statement: 

“Where the maxillary incisors 
overlap the mandibular incisors more 
than one-third without a compensat- 
ing overjet, we are dealing with a 
deep bite. A deep bite must not be 
confused with a closed bite. A closed 
bite is due to abrasion, either chemi- 
cal or mechanical, or to a mutilation 
in some form of the dental apparatus. 
A deep bite is normal to the individ- 
ual whereas a closed bite is the result 
of some disorder. In protrusion, the 
overbite throws the entire stress of 





7Schweitzer, J. M.: Oral Rehabilitation, St. 
Louis, C. V. Mosby Company 1951, pp. 771-814. 
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the masticating muscular forces upon 
the incisors without adequate pos- 
terior support. There are many cases 
in which the incisors cannot tolerate 
this strain, and in middle or old age, 
will break down.” 

Classification of Overbite—W. L. 
Wylie® has classified overbite cases 
into three groups: 

1. Slight overbite. Where the over- 
lapping of the incisors is from 1.5 
to 2 millimeters. 

2. Medium overbite. Where the 
overlapping is more than 2 milli- 
meters but with the lower incisors 
not in contact with the cingulum of 
the upper incisor. 

3. Severe overbite. Where the 
mandibular incisors are in contact 
with the cingulum of the upper in- 
cisors or the gingival tissue lingual 
to them. 

Results of Study—Huber and Rey- 
nolds® studied the dentition of 500 
male university students. Only forty- 
three students, or 8.6 per cent, had 
anatomically correct dentitions, and 
the average overbite for the entire 
group was one-half of the clinical 
crown of the lower incisors. All of 
these cases would show, or be ex- 
pected to show, evidence of break- 
down of the supporting structures 
around the incisor teeth because of 
trauma in incisive function. 


Importance of Reduction 
of Traumatic Forces 

The orthodontist, periodontist, and 
prosthodontist realize the importance 
of reduction of traumatic forces in 
the incisive function or protrusive 
excursion. Relatively few patients will 
demonstrate continuous contact of 
the posterior teeth throughout the 
entire functional range of protrusive 
excursion. 

Possible Effect of Posterior Balanc- 
ing Support—It is logical to assume 
that if posterior balancing support 
could be supplied throughout the en- 
tire protrusive excursion, to offset the 
traumatic forces upon the incisor 
teeth, the incisor teeth could be re- 


tte nce 


*Wylie, W. L.: The Relationship Between 
Ramus Height, Dental Height and Overbite, Am. 
Orthod. ntics 32:57-67 (Feb.) 1946. 

*Hub-r, R. E., and Reynolds, J. W.: A Dento- 
| Study of Male Students at the University 
of Mic!):van in the Physical Hardening Program, 
Am. J. Orthodontics 32:1-21 (Jan.) 1946. 
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lieved of trauma and thereby be re- 
tained in a healthy condition. 

Bite Opening Unnecessary—Most 
attempts to relieve trauma in the 
anterior teeth have been in the form 
of bite opening, such as (1) occlusal 
reconstruction, (2) bite plates, and 
(3) splints. It is the author’s belief 
that in Group 1 and 2 deep bite cases 
where the curve of Spee is fairly nor- 
mal, bite opening is not only un- 
necessary but in many instances to 
be avoided. Increasing the vertical 
dimension from a bite that is normal 
to the patient by -building up posteri- 
orally on inlays, splints, and bite 
plates may produce unfortunate re- 
sults. 

Dysfunction From Bite Opening— 
Temporomandibular dysfunction, if 
encountered as a result of bite open- 
ing, may be due to a slight reposition- 
ing of the condyle in the fossa. Func- 
tional malocclusion may be induced 
by the introduction of inclined planes 
which do not function properly in 
hinge axis closure or excursive move- 
ments of the mandible. If evidence 
of periodontoclasia is noted as a re- 
sult of bite opening, it is usually due 
to the induced functional malocclu- 
sion in addition to the fact that in 
most cases of bite opening the cuspids 
are taken out of contact. 

Cuspids Intended to be Support of 
Vertical Dimension—The author is 
firmly convinced that the cuspids, be- 
cause of their position in the arch and 
the design of their long and strong 
root formation, were intended among 
other functions to be the anterior sup- 
porting columns of the vertical di- 
mension. Clinical observation indi- 
cates that periodontal disturbances 
become evident when cuspid contact 
is not present in centric occlusion. 


Prosthetic Counterpoise 

The principle of prosthetic counter- 
poise is simply the addition of an 
equivalent power or force which will 
act in opposition to a force which is 
destructive to any part of the mas- 
ticatory mechanism. 

Preliminary Measure—An analysis 
of the patient’s functional occlusion 
by means of study models mounted 
on an anatomic articulator should be 


the deciding factor as to the possibil- 
ity of providing posterior balancing 
support throughout the entire pro- 
trusive functional range. It is im- 
perative that centric relation and cen- 
tric occlusion be correlated by occlu- 
sal equilibration before attempting 
to provide posterior balancing sup- 
port. 

Limitations of Occlusal Equilibra- 
tion—Part of the stress which is 
thrust upon the incisor teeth in pro- 
trusive excursion can be relieved by 
occlusal equilibration. If the upper 
central and lateral incisors are longer 
than the cuspids and if esthetic and 
anatomic factors permit, they can be 
shortened to relieve the stress some- ” 
what. 

Reduction of Trauma in Protrusive 
Excursion—The red and blue tech- 
nique should be used in correcting 
the remaining gross interferences in 
protrusive excursion (Fig. 1). Red 














1. Method of correcting interference 
on incisors in protrusive excursion. 





inking ribbon is used to register cen- 
tric contact; blue carbon paper is 
then used to register the path of pro- 
trusive movement. The objective in 
reduction of trauma in protrusive 
excursion is accomplished by reduc- 
ing the steep incline (A) upon which 
the lower incisor must travel, to les- 
ser incline (B). This reduction must 
be made on the upper anterior teeth 
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2. Articulated casts in protrusion. The entire stress of masticating muscular 
forces is thrust upon the incisors without adequate posterior support. 





from the outer edge of the red centric 
mark to the termination of the blue 
mark. 

Selective Grinding Employed—The 
lower anterior teeth should not be 
reduced to incline (C) in order to 
permit them to clear the upper an- 
terior teeth. If this grinding were 
done, the lower teeth would extrude 
and in time return to traumatic posi- 
tion. This method of selective grind- 
ing should be continued until the 
stress of protrusive excursion is borne 
by as many anterior teeth as possible 
and functioning smoothly. Esthetic 
and anatomic factors make it impos- 
sible to shorten the upper incisors suf- 
ficiently to permit the posterior teeth 
to come into contact as nature ‘in- 
tended. The entire stress of protru- 
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sive excursion is still upon the incisor 


teeth (Fig. 2). 


Theory of Posterior 
Balancing Support 

In traveling from centric (Fig. 3) 
into protrusive (Fig. 4) point (A) 
of the lower incisor must move for- 
ward and downward along plane 
(A). Simultaneously, point (B) must 
move upward and backward along 
imaginary plane (B). 

Reduction of Stress—lf a plane 
such as plane (B) could be estab- 
lished along which point (B) could 
function in harmony with the angle 
of inclination of plane (A), the stress 
along plane (A) could be reduced 
during the incisive stroke. 

Provision of Posterior Balancing 





Support—The creation and practical 
application of.a functional plane such 
as plane (B}, which would not in- 
terfere with centric or lateral excur- 
sions, would provide posterior bal- 
ancing support in protrusive excur- 
sion and thereby eliminate the trau- 
ma thrust upon the incisors in over- 
bite cases. If the curve of Spee is not 
too acute and the inward slope of the 
upper incisors is not too great, the 
possibility of providing posterior bal- 
ancing support is feasible. 


Operative Procedure 

1. The first step in operative pro- 
cedure to provide posterior balancing 
support is the preparation of MOD 
cavities, slice or slice-lock type, in 
the first and second molars on both 
sides of the lower arch. Interproxi- 
mal soft tissue which might inter- 
fere with access of the impression 
material to the gingival margins 
must be removed or temporarily de- 
pressed 

2. An accurate hydrocolloid im- 
pression is taken of the entire lower 
arch followed by an alginate impres- 
sion of the upper arch and a wax bite 
record of centric. 

3. The wax bite record should not 
include the. cuspids or incisors (Fig. 
5). The operator, by direct observa- 
tion, can be assured that cuspid con- 
tact and a record of true centric clo- 
sure has been obtained. 

Preparing and Pouring Impres- 
sions—l. The four cavity areas are 
poured first, in die stone. Matrix 
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3. Positional relationship of mandibular and maxillary 4, Positional relationship of mandibular and maxillary 


teeth in centric. 





teeth in protrusive. The large arrow indicates the direction 


of movement. 
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5, Bite record of centric in wax. 





metal strips are used to prevent the 


die stone from running together 
while pouring these areas of the 
impression (Fig. 6). The metal strips 
should be cut long enough to engage 
the buccal and lingual of the hydro- 
colloid between the impression of 
each cavity preparation. Care should 


be taken to avoid cutting or encroach- 


6. Hy!rocolloid impression. Metal strips in position. 
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ing upon the gingival marginal areas 
of the impression during placement 
of the metal strips. 

2. Die stone should be mixed to a 
thick consistency and vibrated care- 
fully into each cavity, filling the cav- 
ity, slightly to excess. 

3. Sprinkle additional powder up- 


on each cavity area until the filling 


is of the consistency of putty and in- 
sert dowel pins, carefully centered 
and alined, over each cavity area 
(Fig. 7). 

4. The impression is placed in a 
humidor until the die stone has set. 
The pins and models are left intact 
in the impression and are painted 
with vaseline. 

5. A thin mix of stone is prepared 
and the master model poured, with- 
out vibration to prevent movement 
or distortion of the pins or dies. 

6. After the stone has set, separate 
the master model from the impres- 
sion. The abutment teeth may now 
be removed, trimmed, and replaced 
upon the model (Fig. 8). 

7. The models should be mounted 
upon an anatomic articulator using 
a face-bow transfer or similar in- 
strument. The accuracy of mounting 
upon the articulator and the adjust- 
ment of the articulator can be checked 
by use of bite records previously 
taken. 


Fabrication of Wax Patterns—1l. 
Matrix metal bands should be cut, 
fitted, and scribed to embrace the 
distal part of each lower second 





4. Hydrocolloid impression. Dies are poured, pins are in 


place, and strips are removed. 
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molar. The occlusal ‘section of each 
band should extend, well above the 
occlusal surface at the distal of the 
secend molars (Fig. 9). The occlusal 
height of each band should be re. 
duced, if necessary, to permit clear. 
ance of the upper second molars in 
protrusive excursion. 

2. Holes should be punched at 
each end of the matrix bands and a 
ligature threaded through the holes. 
The ligature should be brought for- 
ward and threaded through a hole 
drilled between the bicuspid teeth. 

3. The matrix bands may be se- 
curely tied in place and the cavities 
waxed as individual units. 

4. The second molar patterns 
should be built up in excess at the 

3. Dies removed from model for trimming. distal to the height of the matrix 
bands. The matrixes will prevent dis- 
tortion or dislodgement of the wax 


. . 


9. The matrix metal band in position. The occlusal height 4@Q@, Matrixes ligated in position to prevent distortion of 
of the band is reduced to allow clearance for the upper sec- wax patterns while posterior balancing supports are being 
ond molars in protrusive excursion. developed. 
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11. Lateral view of wax patterns in centric. port is shown functioning in harmony with the plane of 
12. Lateral view of wax patterns. Posterior balancing sup- function of the incisor teeth in protrusive excursion. 
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13. Finished castings of each side soldered together and in 


position on the master model. 


14, A state of equilibrium is shown existing between the 


forces applied to the incisor teeth and the posterior balanc- 


ing support. 





patterns when stress is applied dur- 
ing the time of development of pos- 
terior balancing support (Fig. 10). 

5. The wax patterns in the second 
molars should fit snugly to the distal 
section of the upper opposing molars 
and still allow for closing of the arti- 
culator in centric (Fig. 11). 

6. Lubricate the upper second mo- 
lars and warm the wax at the distal 
part of each lower second molar with 
a blow pipe. The articulator may be 
moved repeatedly from centric into 
protrusive position. This procedure 
should be continued until a function- 
ing plane is developed in the wax pat- 
tern which coincides with the plane 
of function of the incisor teeth in 
protrusive excursion (Fig. 12). 

7. The part of the wax pattern 
where posterior balancing support is 
being developed should not be carved 
manually. Permit the upper second 
molars to produce the amount and 
path of reduction of the wax surface 
that is necessary to function harmon- 
iously with the incisor teeth. 


We Can’t Pay You. 


NO DENTAL AUTHOR can ever be paid 
for a valuable technical or scientific 
article. Te value of such material is 
above a monetary basis. In the prep- 


aration of a technical: article, how-. 


ever, an author often spends money 
for drawings, photographs, models, 
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Casting and Soldering—1. Remove, 
invest, and cast the wax patterns as 
single units. Place the castings in 
their respective cavities, perfect the 
occlusion in centric, solder together 
the inlays of each side, and replace 
on the master model (Fig. 13). 

2. Using Pittsburg Prussian Blue 
painted on the teeth of the upper 
model or carbon paper between the 
two models, the occlusal aspects of 
the posterior balancing supports may 
be perfected to establish the approxi- 
mate degree of balance desired be- 
tween the incisors and the posterior 
balancing supports in_ protrusive 
function (Fig. 14). 

Cementation and Final Adjust- 
ment—The. final adjustment for a 
state of balance between the incisor 
teeth and the posterior balancing 
supports can be accomplished with a 
greater degree of accuracy forty- 
eight to seventy-two hours after ce- 
mentation. The occlusion in centric, 
lateral, and protrusive excursions 
must be checked and all remaining 


But= - 


or graphs. We should like to help 
defray some of these expenses. 

Until further notice, DENTAL Dt- 
GEsT will allow $25.00 toward the 
cost of the illustrations provided by 
the author of every article accepted. 

If you have a constructive idea, an 


interferences removed to the satisfac- 
tion of the operator and the comfort 
of the patient. 


Conclusion 

Because of the variations in den- 
tition and the anatomy of the dental 
arches, this technique cannot be ap- 
plied universally and made practical 
as a panacea in all overbite cases. 
In cases where the technique has been 
employed it has been possib!e, be- 
cause of reduction of trauma, (1) to 
demonstrate an arrest in the destruc- 
tion of arch form anteriorally, and 
(2) to demonstrate clinically and 
roentgenographically the restoration 
of the supporting structures of the in- 
cisor teeth to a state of health. 

Recall of patients has been only 
for minor adjustments. The evidence 
of continued improvement has justi- 
fied the intervention necessary to 
achieve the desired result. 


735 du Pont Building. 


innovation, a new result of tried and 
proved experiment, put it down in 
writing, illustrate it, and send the 
material to: DENTAL Dicest, 708 
Church Street, Evanston, Illinois. 

We can make suitable black-and- 
white cuts from Kodachrome trans- 
parencies. 

We hope that you will accept this 
invitation! 


BODY CHEMISTRY 


im Health and Disease = Part Two 


MELVIN E. PAGE, D.D.S., 


and D. L. BROOKS, A.B., St. Petersburg, Florida 


DIGEST 

Body or anthropometric meas- 
urements, in addition to exacting 
blood tests, are the tools of the 
present approach to the problem 
of degenerative disease, includ- 
ing dental disease. The shape of 
the teeth is related to the shape 
of the jaw, the shape of the face, 
and the shape of the body. Den- 
tists measure intermaxillary dis- 
tances for restorative procedures; 
they may also measure bodily re- 
sults of glandular activity which 
regulate time of tooth eruption, 
shape of jaws, and the condition 
of gingival tissue. They may mea- 
sure anatomic structures to make 
a retrograde evaluation of sys- 
temic causes. Different types of 
dental disease occur in people 
with correspondingly different 
endocrine patterns. 

If, on the basis of endocrine 
patterns, the chemical relation- 
ships in the blood can be altered 
and oral manifestations of ill 
health be influenced, a reference 
point for treatment has been es- 
tablished. The interrelationship 
of body shape to the incidence 
of dental caries can be charted 
and endocrine interpretation of 
graphed body measurements 
can present a history of a per- 
son’s glandular activity. The val- 
idity of this interpretation is de- 
pendent-upon accuracy in dupli- 
cating the measurement tech- 
nique described in this article. 


Anatomic Relationships 
Dentists have long recognized the 
relationship between the size and 
shape of a person’s teeth, his arch 
form, his facial shape, and body 
size. It is, therefore, not difficult to 
grasp the possible relationship of 
other body configurations to sys- 
temic factors underlying oral dis- 
eases. The shape of a tooth is related 
to the shape of the face. The shape of 
a tooth is likewise related to the gen- 
eral body size and also to the gen- 
eral body shape (the somatotype). 

Alterations in Thought Patterns— 
Modes of thinking must be transfer- 
red from terms of interrelationships 
of parts within a section to interrela- 
tionships between sections that con- 
stitute the whole; from recognition of 
diseased states within a part, to dis- 
ease causes affecting the whole. 
Knowledge of basic factors and rec- 
ognition of the totality of interde- 
pendence is essential to prevention 
of degenerative changes, such as 
dental ills. 

Basis for Extending Dental Serv- 
ices—Dental training in the visual- 
ization of interrelationships within 
the mouth provides an excellent back- 
ground for the attention to detail that 
is required in this new aspect of pre- 
vention, which broadens the scope 
of dental service. 

Reference to Systemic Causes in 
Oral Conditions—Prosthodontists 
measure intermaxillary distances for 
restorative dental treatment. It is also 
within the scope of dental service to 
measure the results of glandular ac- 


tivity which regulate the timing of 
tooth eruption, the shape of the jaws, 
and the health of the soft and hard 
supporting tissues. In short, to meas- 
ure anatomic results and refer to his. 
toric systemic causes. 

Relationship of Dental Disease to 
the Endocrine Pattern—The type of 
dental disease to which a person is 
susceptible bears a distinct relation 
to what is called his endocrine pat- 
tern (the graphed results of individ- 
ual anthropometric measurement). 
An endocrine pattern showing under- 
activity of the parasympathetic 
glands, as described previously, in- 
dicates susceptibility to dental ills of 
a phosphorus deficiency origin. The 
opposite type of endocrine pattern 
showing abnormal activity of the 
sympathetic glands indicates suscep- 
tibility to dental ills of a high phos- 
phorus origin. 

Variations in Endocrine Patterns 
—Not only are people definitely para- 
sympathetic or sympathetic in type. 
but in addition there are innumer- 
able persons with “mixed” endocrine 


patterns. That is, there are people 


with underactivity of some parasym- 
pathetic glands and overactivity of 
other glands in the parasympathetic 
group. 

Typical Differentiations—Two dis- 
tinct tendencies in body configuration 
can be observed in dental practice, 
among friends, and among the pass- 
ersby in the street: 

1. Thick necked, barrel 
people with spindle legs who carry 
the greater proportion of their weight 
above the waist (sympathetic types): 

2. Contrasting types who have 
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8. Drawing showing a normal feminine somatotype, a sympathetic dominant 
body configuration, and a parasympathetic dominant figure. 








9, Schematic drawing showing the transposition of the upper body of the sym- 
pathetic dominant type arid the lower body of the parasympathetic type and vice 
versa. This kind of transposition would result in two normal somatotypes. 
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narrow shoulders, extremely flat 
chests, and heavy legs (parasym- 
pathetic types). 

Combinations of Extreme Types— 
The remainder of the population in- 
cludes combinations of the two ex- 
trmes (the sympathetic types and 
the parasympathetic types). The nor- 
mal, exceptional person has a trim 
igure, sparkling eye, and alert step. 
Visualization of the normal, the para- 
sympathetic, and the sympathetic 
body ivpes is possible in Figure 8. 
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Method of Differentiation—In or- 
der to distinguish between the in- 
numerable combinations of types it 
was necessary to devise a measuring 
stick. Consequently, a test was 
evolved supplying what might be de- 
scribed as a blueprint of the glandu- 
lar type with which each person was 
endowed at birth. 

The Genetic Inheritance—Each 
person is the result of countless an- 
cestors; his endocrine pattern is his 
inheritance from them. He can im- 


prove his inheritance or depreciate 
it according to the manner in which 
he treats his body. The quality of 
building material (food) which he 
supplies his body is an important fac- 
tor. In the main, the human body de- 
velops during the growing years ac- 
cording to the dictates of genetics 
and nutrition. People are thin, or fat, 
depending (1) upon which ancestors 
were the sources for the chemical 
mechanism which controls their as- 
similating ability, and (2) upon the 
dietary knowledge of their mothers. 


Basis of Treatment 

Since growth, development, deposi- 
tion of fat, length of bone, and tim- 
ing of tooth eruption are dependent 
upon the chemical mechanism, the 
results of such activity can be com- 
puted in the body. If, as stated pre- 
viously, by trial, error, and correc- 
tion on the basis of patterns thus ob- 
tained, the chemical relationships in 
the blood and the oral manifestations 
of ill health can be altered, a point 
of reference has been established for 
treatment. It is on this basis that this 
entire technique has developed. To 
aid in evaluating the succeeding ar- 
ticles, the methods of measurement 
and their rationale will be discussed 
in detail. 

Rearrangement of Types—Refer to 
Figure 8 which shows a normal fig- 
ure, an extreme parasympathetic, and 
an extreme sympathetic type. It is 
noted that (1) the parasympathetic 
type carries her weight below the 
waist, and (2) the sympathetic type 
above the waist. Switch the body 
halves of these two abnormal figures 
and match-mate their upper bodies 
and lower bodies. The result is two 
normal appearing people (Fig. 9). 

Anatomic Exchange Impossible— 
Since anatomically such exchanges 
are impossible it was proposed that 
the relative proportions of each of 
these people be studied, the results 
graphed and interpreted. To do this, 
a system of measurements easy to ap- 
ply and giving equal value to two dis- 
proportionate halves of the body had 
to be evolved. The method which re- 
sulted will be reviewed briefly and 
correlations to the body shave and 
dental caries indicated before de- 
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scribing the measurement technique. 

Development of Measuring Tech- 
nique—In the measurement plan the 
following steps were taken: 

1. The forearm and leg, which 
could be readily measured, were 
chosen as representative parts of the 
upper and lower body (Fig. 12). 

2. The distance from the wrist 
bone to the elbow prominence was 
taken and the distance from the ankle 
to the center of a fixed point on the 
knee was taken. These distances were 
arbitrarily divided into four sections 
of equal length, producing five pro- 
portionately spaced points. 

3. At each of the points, circum- 
ferential measurements were taken. 

4. Each leg measurement was di- 
vided by a corresponding arm meas- 
urement beginning with the ankle 
and wrist. These five quotients were 
added and divided by five. The re- 
sulting figure was termed the me- 
tabolic factor. 

Application of Metabolic Factor— 
At first, only interpretation of the 
metabolic factor was used for diag- 
nostic purposes. Prior to that the cor- 
relations had been determined be- 
tween the metabolic factor, the body 
shape, and certain types of dental 
caries. 

Metabolic Figure and _ Dental 
Caries—An illustration of the inter- 
relationship of the metabolic figure 
to dental caries was achieved by plot- 
ting a figure from 328 patients on a 


chart (Fig 10). 


Interpretation of Figure 10 

The metabolic figures are in a 
column at the left. In a horizontal 
row at the top are a series of figures, 
beginning with “O,” which represent 
the number of yearly cavities. A dot 
for each patient was placed on the 
line marked by his individual meta- 
bolic factor. In the column represent- 
ing the number of yearly dental cav- 
ities found in that particular patient. 
another dot was placed. As a result of 
plotting these two factors in 328 fe- 
male patients, a curious pattern 
emerged: The incidence of dental 
caries took the rough form of a “K.” 

Incidence of Caries—Fewest cav- 
ities were found in those people 
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The vertical columns from 0 to 9 
represent the number of cavities 
each person, represented by a dot, 
had in one year. The left-hand 
column contains the amount ob- 
tained by dividing the sum of the 
leg measurements. A relatively 
free area extends outward in fun- 
nel shape from 1e410. From this 
it was deduced that the correct ° 
measurement might approximate 
this amount. 
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whose metabolic factor fell at the approximated the 1.400-1.420 figure 
junction of three lines in the “K,” be- reached after graphing the metabolic 
tween the figures of 1.400-1.420. At figures with incidence of dental 
figure 1.410 there were 14 people caries. It was therefore deduced that 
without caries. a metabolic factor between 1.400- 
Women with a metabolic factor 1.428 meant good body proportions. 
lower than 1.400 were found to be Sympathetic Glands Dominant— 
heavy above the waist and were apt A resultant below 1.400 was taken as 
to have subgingival cavities (sympa- indicative of dominance of the sym- 
thetic type). Those with a metabolic _ pathetic glands: thyroid, anterior pi- 
factor above 1.420 were found to be _ tuitary, adrenal medulla, and gonads. 
heavy below the waist and tended to Most of these people had a high blood 
have coronal cavities (parasympa- phosphorus which could only be re- 
thetic type). duced by use of secretions from 
Absence of Caries—Twenty-one’ glands of the opposing parasympa- 
women with no caries, apparently in thetic group. 
good health, with good figures, were Parasympathetic Glands Dominant 
measured. Their quotients were —A resultant above 1.400 was taken 
averaged, totaled, and divided by five as indicative of dominance of the 
with a resultant of 1.428. This closely parasympathetic glands: Isles of 
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Langerhans of the pancreas, poster- 
jor pituitary, parathyroid, and ad- 
renal cortex. In general, these people 
revealed a high blood calcium which 
could be reduced by use of secretions 
from glands of the opposing sympa- 
thetic group. 

Significant Factors in Development 
of Technique—As the study evolved 
the metabolic figure assumed less im- 
portance and the original five quo- 
tients achieved greater importance. 
The plotting of these five quotients as 
a graph led to the development of the 
endocrine pattern. 

Graph Interpretation Key to En- 
docrine Treatment—The validity of 
endocrine pattern interpretation is 
dependent on exact duplication of 
the measurement technique which 
was evolved over the past thirty 
years. There may be better ways of 
measuring but graph interpretations 
based on any other technique would 
be valueless. Graph interpretation is 
the key to endocrine treatment. De- 
pendable graphs and exacting blood 
analysis techniques are basic to the 
successful use of this method. Faith- 
ful duplication of technique is, there- 
fore, of vital importance. 


Technique in Measuring 

The first requisite for the measure- 
ment test is a narrow, flexible tape, 
accurately marked in tenths of an 
inch. After considerable experience 
the authors have developed a tape 
which is affected but little by weather 
changes. (Most cloth tapes shrink and 
stretch; a steel tape is too stiff.) The 
tape used has a small hook on the end 
for ease in determining exact cir- 
cumferential figures. 

Two upright chairs are required, 
one for the operator, and one for the 
patient, as shown in Figure 11A. 

Position of Operator and Patient— 
The operator sits at right angles to 
the patient, on the patient’s right side. 
The operator should adjust his knee 
level so that the patient’s hand can 
be placed on the operator’s knee 
while achieving a 45°-bend of the pa- 
tient’s elbow. If the operator will rock 
his knee back and forth a few times, 


the patient will automatically relax 
the arin. 
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LILA. Shows the tape in position making a measurement from the elbow to 


the wrist. 


LIB. The position of the tape for the middle circumferential measurement of 


the forearm. 








10” ; 
5" 
— 12 
) 2. 


Step One in Procedure—Maintain- 
ing the 45°-angle of the arm, the 
operator catches the hook on the end 
of the measuring tape between his 
thumb and forefinger and locates the 
point of the elbow. (With a little pa- 
tience the space between the bones at 
the elbow can be readily found.) The 
tip of the hook should be placed here 
and the tape stretched along the arm 
to the middle of the wrist bone (Figs. 
11A, and 12, A and B). This length 
should be rechecked for accuracy and 
the figure recorded. 





Step Two—Divide the measure- 
ment A-B (Fig. 12) by four; that is, 
if the total length is 10, the division 
is 2.5. 

(Warning: It is important never 
to adjust the measurement figure to 
facilitate mathematical calculation. 
Small errors in the early steps lead 
to larger errors in the graph and will 
result in false endocrine interpreta- 
tion. This must be avoided if suc- 
cess is to be achieved.) 

Step Three—Having determined 


the figure representing one-quarter 
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L4A, Shows the position of the foot at right angles to the leg and the tape in 
proper position for the measurement at the ankle bones. 





the total distance of the arm meas- 
urement, with assistance, mark the , 











quarterly points (Fig. 12). ) Z_ 
(Caution: Either an assistant must E2Z7Z7Zz> 

do the marking, or, if done by one —Z 

operator, the full length from elbow ZHAAA 3 Pin. to 

to wrist must be taken at the time of ZZ z= hook ta wt; 
each marking of a quarter. Never, . EAB P 
for example, hold the tape at the VS ZAZA 

hook and at 2.5 to mark the first AAe 

quarter. Always take the whole meas- ZA 

urement and mark, with the entire BA Knee Template 
tape laid along the arm or leg. If the AA 

marking method is used, always re- 135° Ga 
check after marking and before ob- CA 
taining the circumferential figures. ) —A- 

Step Four—l. Starting with the : Ca; Tibia 
circumferential wrist measurement, * . Ee 
put the tape squarely across the mid- \ uN \\ 
dle of the aia tat with the figured P ibula. aN \ SB Tape 
side of the tape touching the skin. . ‘\ r 
The open side of the hook should aN" 
be to the right. \%, 

2. Encircle the arm, engage the \ ‘. 


tape in the hook, pull the tape gently 
(never make it tight), fold tape over ' 
hook, and press down. 

3. Remove the hand. If the tape 
stays in place, and does not bind, 
take an exact reading, and record. 

4. Place all arm measurements in : 
the column with the arm length at 
the top of the column (Fig. 13). 

Contact Measurement Required— 
Remember, the tape should not be 
tight. Only 














I 
contact measurement 4 B 

( 
is wanted. 
Step Four Repeated—Repeat the ) 
technique described, placing the J4B. The knee template. 
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14C, The knee template in position to assure a 45-degree angle from the 
horizontal and the lower leg from the ankle to the knee, marked at one-quarter, 


one-half, and three-quarter lengths. 


14D. Shows the position of the tape for the middle circumferential measure- 


ment of the leg. 


14E. Shows position of the tape for the three-quarter length circumferential 


measurement of the leg. 





proximal (toward the elbow) edge of 
the tape across the point of measure- 
ment on the next four marks. Record 
the circumferential measurement at 
one-quarter the arm length, one-half 
the arm length, three-quarters the 
leng:h, and the elbow measurement. 
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Procedure in Leg 
Measurements 
To measure the leg, the operator 
maintains a position at right angles 
to the patient. Place the patient’s foot 
on a 45°-angle stool (Fig. 14A). 
Ankle Measurement—1. With the 


foot at right angles to the leg, take 
the ankle measurement (Fig. 14A). 
Place the tape around the leg and 
across the middle of both ankle bones. 

2. Check to be sure that the tape 
has not dropped at the back of the 
leg. 

3. Record the measurements as 
before in a column with the leg 
length at the top and opposite the 
arm length. This will provide two 
columns of figures. 

4. Leave ample space between the 
two columns (Fig. 13). 

Leg Length Measurement—Give a 
formed 45°-angle (from a horizontal 
aspect) template to the patient (Fig. 
14B). The patient himself must ad- 
just this template so that the knee 
fits the curve and both straight sur- 
faces of this device touch the leg. The 
upper side of the angle lies flat on 
the thigh and the lower side of the 
angle rests on the lower leg. If this is 
done there will be a 45°-angle at the 
knee. The exact point of juncture of 
thigh and foreleg will be in line with 
the juncture of the two sections of 
the template (Fig. 15). This juncture 
provides the starting point for the leg 
measurement (Fig. 14C). Mark this 
and proceed with the circumferential 
measurements of the leg in the same 
manner as that described for the arm 
(Figs. 14D and 14E). Repeat meas- 
urements for both sides of the body. 
This will supply two sets of measure- 
ments, one for the right arm and leg, 
one for the left arm and leg. 

Errors in Measurement Technique 
—The following are the most com- 
mon errors encountered in measure- 
ment technique: 

1. Pulling the tape too tight. The 
measurement should be contact only, 














allowing the flesh to fall naturally if 
flabby. 

2. Inaccuracies in leg length cal- 
culations. The use of the template 
prevents this type of error. 

3. Obtaining the middle circum- 
ferential measurement of the leg. This 
is a difficult measurement. The tape 
must go squarely around the middle 
(not slanting from front to back) and 
the upper or proximal edge of the 
tape should cross the exact half-way 
mark between the two extremes of 
the length. The fourth measurement 
is obtained by using the distal edge 
of the tape as if to measure a circum- 
ferential on a cone. With a tape hav- 
ing width the edge toward the base 
is the only one which measures ac- 
curately. 

Note—Remember that the validity 
of graph interpretation depends on 
the accuracy of the arm and leg meas- 
urements. 


Measurements Assembled 

For the right and left sides of the 
body there are now two columns of 
figures: (1) those representing the 
arm length and four equidistant cir- 
cumferential arm measurements, and 
(2) those representing the leg length 
and four equidistant circumferential 
leg measurements (Figs. 16 and 17). 

Plotting the Graph—To obtain the 
figures for plotting a graph, each leg 
measurement must be divided by the 
corresponding measurement. 
This is most easily and rapidly done 
by using a slide rule for computing 
results. The quotients obtained are 
recorded in a column, one for the 
right, one for the left (Figs. 18 and 
19). 

Graph Founded on Relative Pro- 
portions—The quotients obtained by 
dividing each leg measurement by the 
corresponding arm measurement give 
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the relative proportions of the leg to 
the arm. Because the graph is based 
on relative proportions, alterations 
in the patient’s weight from time to 
time do not invalidate the graph in- 
terpretation. Add ten pounds, sub- 
tract ten pounds, the weight distribu- 
tion is still controlled by the same 
mechanism. The relative proportions 
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have the same endocrine significance 
(Figs. 18 and 19). 

The next installment will describe 
the method of plotting the graph and 
the interpretation of the patient’s 
endocrine pattern. 


(End of Part Two) 
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DIGEST 
This article contains a timely and 
useful analysis of the third di- 
mension or depth perception in 
photography which as applied in 
dentistry can be a valuable aid 
in diagnosis and in recording im- 
portant facets of a case history. 


Evolution of Third 
Dimension in Photography 
“3-D” is the third dimension which 
is depth perception. Since ancient 
times man has been preoccupied with 
the problem of applying the third 
dimension of depth on a two-dimen- 
sional surface of length and breadth. 
Euclid worked on the problem in 280 
B.C. In the 16th century artists made 
stereoscopic drawings called ana- 
glyphs. After the advent of photo- 
graphy, stereo became popular in the 
late 19th century. With the competi- 
tion occasioned by television, 3-D 
has been adopted by the motion pic- 
ture industry as their particular in- 
novation and additional developments 
are inevitable with the increase of 
interest in this medium. 

Form of Records in Dentistry—If 
an unusual case is encountered in 
dentistry and it is desired to record 
it, there are several means of com- 
munication possible: 

1. The situation can be described 

in words. 
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2. A black and white picture can 
be taken. 
3. A color picture can be made. 
4. A stereograph can be used. 
In reproducing the actual situation 
seen, color stereo comes closest to 
the reality. 


Analysis of Vision 

For the study of stereopsis, the 
human eye is the best model. The eye 
is a miniature camera. 

Mechanism of the Eye—The work- 
ing parts of the eye include a dia- 
phragm, lens, film back, and stereo- 
attachment. The diaphragm is the 
iris which can open to let in more 
light, and contract when the light is 
too intense. 

The Lens—Set in back of the iris, 
the lens has muscular attachments 
which allow it to focus from about 
six inches to infinity. To focus on 


near objects the lens becomes more 


convex through a complicated series 
of reflex movements. This is called 
accommodation. 

Adjustable Lens Absent in Camera 
—No camera has been developed with 
an adjustable lens. In a camera the 
lens is moved forward or backward 
for focusing; the eyeball is too small 
for this movement. 

The Film Back—The retina which 
is the film back is more like a tele- 
vision camera because the picture 


in color and with depth is flashed 
electrically to the brain. 

The Stereoattachment—The eyes, 
set at an average pupillary distance 
of 21% inches, form the stereoattach- 
ment. In a stereocamera this situa- 
tion is fixed. Human eyes are not sta- 
tionary, however, but can converge 
when necessary to focus on a near 
object. 

Process Duplicated—The process 
of converging is called “toeing in” 
and has been duplicated in one of 
the new developments in stereo by 
the Natural 3-dimensional camera 
through the use of mirrors. This con- 
tributes to more realistic stereopic- 
tures which can be viewed with no 
eyestrain. 

An Intricate Apparatus—From the 
brief analysis of vision presented it 
can be seen that the human eye is 
an intricate combination of camera, 
television, color, stereo, motion pic- 
ture, wide angle, and telephoto appar- 
atus which as yet has not been dupli- 
cated by man. 


Binocular Vision 

Binocular vision is the function of 
seeing with two eyes; it has the ad- 
vantage over the monocular vision in 
that it gives a larger field of view, 
determines distances and sizes with 
greater ease, and provides a stereo- 
scopic result. | 

The Illusion of Depth—It has been 
noted that certain conditions must 
prevail in order to obtain the illusion 
of depth. These conditions are the 
following: 
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l. If a right-eyed image of an 
object is thrown on the right eye 
and simultaneously a left-eyed image 
is thrown on the left eye, stereovision 
results. The images are slightly dif- 
ferent on the two retinas because 


of the angular differences from the 
point of view of each eye. 

2. This situation is duplicated by 
man with the stereocamera which 
takes two pictures: a right-eyed one, 
and a left-eyed one. Each picture is 


VISION 


mounted in a stereoslide which jas 
two windows set at an interocular 
distance of approximately 214 inches 
between center lines of cut transpar. 
encies. 

3. In a stereoviewer the left eye 


_Optic Tract 


nterouphiee: 
Di ae , 


( 2+ in.) 


Optic N. 


Auscles 
- Allow close-up 
4] convergence 
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two lenses separated by the interpupillary distance. The 
resulting pictures are seen through a binocular viewer to be 
interpreted by the brain in the third dimension of depth. 


LA-1IB A comparison of human vision and stereophotog- 
raphy. Man gains depth perception because he sees with 
two eyes. In stereophotography pictures are made through 
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sees the left picture; the right eye 
sees the right picture. The two im- 
ages combine visually to give a real- 
istic view of the original subject. 

4. Unless all corresponding points 
in both pictures line up horizontally, 
one eye looks up while the other eye 
looks down. 

Oo. All similar vertical lines must 
be parallel in both pictures. 

Factor of Depth Perception—lf 
the polarized light system is used and 
both images are projected on a highly 
reflecting nondepolarizing _ screen, 
depth perception will not occur be- 
cause the right-eyed picture and the 
left-eyed picture are overlapped, the 
infinity of both pictures being sepa- 
rated approximately 21% inches. 
Glasses—To 


obtain a stereoscopic picture, polar- 


Use of Polarized 
ized glasses must be worn so that 
each eye sees its own image. This ful- 
fills the first condition requisite for 
stereovision. The important problem 
in stereoprojection is the elimination 
of the polarized glasses. 

Method of Supplying Illusion of 
has the 
problem of depth illusion by elimina- 


Depth—Cinerama solved 
ting glasses except for stereopsis. 
Cinerama gives the impression of 
depth by using a large screen of 146 
degrees angle of vision horizontally 
and 55 degrees vertically thereby 
stimulating the peripheral zones of 
the eyes which tend to look around 
an object. 


Types of Stereofilm 
Available 
Thirty-five-millimeter color has 
been accepted as the standard for 
The 
Kodak Company has announced a 
special stereofilm loading for 20 
stereo pairs called K335. The film is 


processed and mounted in slides of 


the  stereocamera. Eastman 


stereo pairs; this is the equivalent of 
Kodaslide Readymounts. The View- 
Master personal stereocamera also 
uses 35-millimeter film magazine. If 
desired the pictures will be mounted 
by Sawyer’s Incorporated in View- 
Master reels holding seven stereo 
pairs. These services simplify the 
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2. The View-Master Personal stereocamera at f{/16 has a depth of field from 


four feet to infinity. 


3. Manner of mounting View-Master reels. The pictures can be placed in any 
sequence desired. 





mounting of stereograms so that any 
amateur can use the apparatus with 
ease. 

Effects Desired in Stereophotogra- 
phy—Stereophotography ,may be 
compared to taking a picture through 


a window frame. The composition 
must have depth. The more planes 
there are the better. All objects in the 
frame from foreground to background 
must be sharp. This can easily be ac- 
complished by zone focusing. 
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Problems of Stereoscopic 
Pictures in Dentistry 

1. Most stereoscopic pictures in 
lentistry should be taken close to 
reveal all the necessary defail. This 


4. A stereo sliding board can be 
made or purchased which allows for 
a straight shift of a stereocamera or 
a single lens camera. The board must 
be firmly mounted and the subject to 


be photographed must be stationary. 
Interocular Measurements—The in- 
terocular distance and subject-to-lens 
distance must be accurately measured 
according to the following table: 


is the most difficult branch of stereo. 


) The problems are similar to those in 
} 





king close-ups with ‘a regular 


Diopter Lens 
camera, and close-up attachments are 


Lens to Subject Lens Separation 


Distance in Inches in Inches Attachment 
required. 30 2.0 1 
2. The interocular distance is also 27 1.8 1 
a problem. The eye takes care of 24 1.6 1 
this by convergence. A close-up at- 2] 1.4 1 
tachment now on the market solves 18 1.2 2 
this problem by the use of wedge- 15 1.0 2 
shaped prisms. 12 0.8 3 
Rules in Interocular Distance— 9 0.6 4. 
|, In general, the interocular dis- 6 0.4 6 
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tance should be 1/50th of the lens- 
tothe-subject distance. 

2. The closer the camera is to the 
subject the narrower is the depth of 
feld. 

3. The subject-to-background dis- 
tance should be no more than three 
times the subject-to-camera distance. 
With the standard stereocamera and 
close-up attachments two feet is 
probably the most satisfactory work- 
ing distance. Closer distances require 
special equipment. 





Stereocamera for Use 
in Dentistry 
The ideal stereoscopic camera for 
dentistry would be one that has a 
variable interocular separation be- 
tween the two lenses in addition to 
axial lighting. As _ substitutes a 
number of cameras are available: 
1. The first camera to be obtain- 
able was the Stereo-Realist. For a 





1. The View-Master viewer is inexpensive and easy to operate. Pressing the lever 


“omatically changes the picture. 
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long time it was the only one offered. 
2. Because of the increased inter- 
est in stereo, within the last few 
years several cameras have been 
developed. The Revere Company sup- 
plies a camera similar to the Realist. 
3. Sawyer’s Incorporated, which 
successfully sponsored the View-Mas- 
ter reels of different subjects from all 
over the world, has an_ excellent 
camera which is economical to oper- 
ate. The stereograms are mounted in 
a circular reel of seven pairs which 
is the only way of composing and 
automatically viewing stereographs. 
4. Other useful cameras are the 
Busch Verascope, the Videon Camera, 
and the Iloca. The Stereo-Tach is an 
attachment that can be placed over 
a single lens camera to give a stereo- 
gram. The disadvantage is the small- 
ness of the pictures and the use of 
mirrors which cuts down the light. 
Two Cameras May Be Used— 
Strictly speaking a stereocamera is not 
needed to take stereo pictures. The 
use of two cameras with the same 
focal length lens and mounted at an 
interocular separation of 214 inches 
will result in stereo pictures. 


Books on Subject Available 

Sawyer’s 
operated in publishing an original 
series of books, The Stereoscopic 
Atlas of Human Anatomy. The first 
book in the series deals with the cen- 
tral nervous system and contains 34 


Incorporated has ‘ co- 
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5. The Stereo-Realist is the pioneer in stereophotography. 





G. By pressing the button on the top of this stereoviewer, illumination is pro- 
vided for viewing the color transparency stereoslide. 





View-Master reels which are correlated tal books following the same pattern 
into the text. Six additional volumes may be published. 
are in preparation. In the future den- 111 East 167th Street. 
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Fluorosis in the 


Sudan 


A Focus of endemic fluorosis was 
discovered in the Sudan during an 
investigation into health and nu. 
trition at Abu Deleig in the Bu. 
tana desert in December 1952. 
During the examination of school- 
boys, aged seven to fourteen years, 
many instances of abnormality of 
the dental enamel were noted. 
These were characteristic of fluo- 
rosis and were provisionally diag. 
nosed as such. Grade 1 changes 
included white, opaque, chalky 
areas of the enamel of permanent 
teeth that were most commonly 
seen on the cusps of premolars and 
first molars and on the distal half 
of the central and lateral incisors. 
Grade 2 changes included dark 
yellow-brown discoloration, often 
in a pattern of broad horizontal 
bands or wavy parallel lines, that 
were most prominent in the upper 
incisors. Grade 3 changes were 
pitting and mottled discoloration 
of the enamel, mainly on the in- 
cisors. Grade 1 changes were 
found in 39.6 per cent of 134 boys, 
grade 2 in 17.1 per cent, and grade 
3 in 3.7 per cent, the total inci- 
dence being 60.4 per cent. The in- 
cidence of caries was low. The in- 
cidence of dental fluorosis in 
adults was similar to that in the 
children. Nine out of 10 samples 
of well water contained fluorine 
in concentrations between 1.10 and 
4.00 parts per million. 

From Medical Literature Ab- 
stracts, Journal of the American 
Medical Association 152:1179 
(July 18) 1953. 
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RLECTROLYTIC action between dissimilar metals 
with the saliva acting as the electrolyte or conduct- 
ing medium is a phenomenon encountered in dental 
practice. Clinicians are not in agreement regarding 
ihe effects of such action. An imposing list of signs 
and symptoms have been ascribed to electrogalvan- 
ism. 

Lain, a dermatologist, was among the first who 
made extensive observations in this field and listed 
a number of clinical conditions that he thought 
were produced or were aggravated by the flow of 
electric current between dissimilar metals used in 
lental restorations. Mumford’ credits Lain and his 
colleagues with this list: 

Symptoms 

(1) A metallic taste which usually appears im- 
mediately after the restorations are made. After a 
time this taste may disappear or at least cause no 
discomfort. 

(2) An increase in salivary secretion. 

(3) A burning or tingling sensation in the 
mouth, especially at the tongue margins, and nor- 
mally intermittent. 

(4) Pulp sensitivity when dissimilar restora- 
tions come into contact. 

(5) Discomfort in the mouth, irritability and 
indigestion or loss of weight. 

(6) Neuralgia of branches of the trigeminal 
nerve. 

Signs 

(1) Disintegration and discoloration of restora- 
tions. 

(2) Decomposition of dental cement (which 
contains a high percentage of zinc). 

(3) Erythema of the mucosa. 

(4) ‘Prominence and sensitivity of the lingual 
tonsils. 

(5) Ulceration of the buccal mucosa, with de- 
nuded patches and geographic areas upon the dor- 
al and marginal areas of the tongue. 

(6) Leukoplakia. 

(7) Rarely, pathologic changes in the blood and 
kidneys, probably caused by absorption of toxic 
metals, 

‘ Mumford’s investigation was concerned with gal- 
vanic action and pain. He disregarded the other 
‘onditions attributed to this phenomenon. He 
showed that there are two electrolytes in the oral 
issues through which current may be conducted: 
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the saliva, and the tissue fluids in bone, dentine, 
and soft tissues. When two metals, amalgam and 
gold for example, touch, either by proximal or oc- 
clusal contact, a flow of current up to 18 micro- 
amperes may be produced. The pathways of con- 
duction are: from gold to silver directly; from sil- 
ver to gold through the electrolytes in the saliva 
and tissue fluids. 

The difference in potential between gold and sil- 
ver may be as much as 600 millivolts. The greater 
the difference in potential, the greater the magni- 
tude of the current and the greater the likelihood 
of pain being produced. 

Dentists are aware that painful sensations are 
more likely to occur soon after the insertion of dis- 
similar metallic restorations. It is suggested that age 
changes, particularly in amalgam, alter the surface 
layer in a way to lower the electric potential so that 
a current of lower strength is produced. 

Dissimilar restorations are considered in three 
groups: 

(1) Those that never touch each other. Accord- 
ing to this hypothesis these should not lead to pain 
and the writer does not know of any case where they 
have. 

‘*(2) Those that remain in contact. These may 
lead to pain on insertion of the second restoration 
but should not do so thereafter. This pain might at 
times have occurred and been attributed to cold or 
acid cement. 

(3) Those that come into intermittent contact. 
The way in which these may cause pain has been 
described. When they separate, the potential differ- 
ence re-develops and may again cause pain on con- 
tact, but eventually pain fails to occur.” 

There are artificial and natural barriers that re- 
sist the passage of electric current: “Insulating lin- 
ings, sclerotic zones, calcified barriers, and second- 
ary dentine.” 

Variations in the electrolytes in the saliva and 
tissue fluids should be considered. The transitory 
pains that patients frequently experience in teeth 
that by clinical examination appear to be normal 
may be explained on the basis of changes in the 
electrochemistry of the saliva. Changes in the elec- 
trolytic nature of the saliva represent changes in 
the precursors of the saliva and tissue fluids—the 


blood. 


1Mumord, J. M.: Electrolytic Action in Conservative Dentistry and its 
Relationship to Pain, Brit. D. J. 94:256-2609 (May 19) 1953. 
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A Removable. Adjustable Pontic 


in FIXED BRIDGE CONSTRUCTION 


NATHAN COHEN, D.D.S., 
and PHILIP KOHLER, Brooklyn, N. Y. 


DIGEST 

The author of this article has 
devised a method for construct- 
ing a pontic for fixed bridges 
with teeth that can be removed 
without disturbing the frame- 
work of the bridge. The operator 
is thus enabled to gain access to 
otherwise inaccessible areas, fa- 
cilitating necessary corrections in 
the teeth or the tissue involved. 
Detailed directions for construc- 
tion of the pontic are given by 
the author’s collaborator, a den- 
tal technician. 


Factors in Fixed Bridges 

Most dentists have at one time or 
another had unsuccessful results with 
fixed bridges, despite thorough plan- 
ning and conscientious construction. 
The following are some of the dis- 
turbing conditions which may arise: 

(1) Irritation of tissue underneath 
pontics to a degree where the irrita- 
tion becomes a focal point for a gen- 
eralized Vincent’s infection, making 
it necessary to remove the bridge. 

(2) Excessive pressure, causing 
severe hypertrophy and bleeding from 
the tissue beneath the pontic. 

(3) Recession of the tissue under 
the pontics, so that the area becomes 
a food trap and a source of irritation 
to the patient. 

Difficulties Overcome — _ These 
sources of serious conditions have 
been overcome by constructing fixed 
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bridges with removable and adjust- 
able pontics. This method gives the 
operator access to otherwise inacces- 
sible areas, thus making it in many 
instances unnecessary to remove the 
bridge. 

Operative Innovation — In con.- 
structing the bridge, abutment prep- 
arations are optional with the opera- 
tor. The significant change in method 
is in the pontic teeth, which can be 
removed by the dentist while the 
framework of the bridge’ remains 
cemented in the patient’s mouth. 


Deviations from 
Conventional Procedure 

Instead of employing the custom- 
ary methods of securing the pontic 
to the gold casting, the completed 
bridge constructed by the author, as 
shown in the illustrations, consists of 
the following deviations: 

1. The plastic tooth has within it a 
bushing, extending from the occlusal 
surface to 2 millimeters from the 
gingival area and passing through the 
center. 

2. A screw fits this bushing and 
extends through the gold occlusal 
casting down to the end of the bush- 
ing. 

3. The screw is countersunk with 
a small head in the occlusal casting. 

Removable Plastic Tooth—Before 
the bridge is cemented into the mouth 
the plastic tooth is fitted to the cast- 
ing and screwed in tightly. Should 


the dentist consider it advisable at 
any time he can easily unscrew the 
facing, tap it gently from the lingual, 
and remove it while the entire frame. 
work of the bridge still remains in 
the patient’s mouth. 

Means of Correction Simplified— 
The dentist now has access to the 
margins of the abutments so that 
incipient caries can be arrested. Ac- 
cess to the tissue is also possible so 
that necessary corrections can be 
made in the pontic. When all correc- 
tions have been completed, the pontic 
can be secured firmly in position. 

Previous Obstacles Eliminated— 
With the cooperation of a dental tech- 
nician the author has constructed nv- 
merous fixed bridges. some with one 
pontic, some with more. If properly 
constructed, there is no seepage what- 
ever. These bridges were inserted sev- 
eral years previously; the pontics 
have been removed and carefully ex- 
amined and it is demonstrated that 
the obstacles formerly encountered 
have been overcome. 


Procedure for Construction 
of the Pontie 

The method of construction of the 
pontic, described by Philip Kohler, 
dental technician. includes the fol- 
lowing steps: 

1. The occlusal gold cusp is waxed 
up in the conventional manner excep! 
for a 15-gauge hole cut through the 
center of the cusp. 

2. The threaded screw. which has 
a head approximating a Number 6 
round bur, is set in the hole and 
countersunk in position in wax pat 
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tiew; bridge cemented into position. 


2, Buccal view; pontic removed; framework of bridge re- 


mains cemented in position. 


|, Missing upper right first molar is replaced by an adjust- 
able removable pontic as part of a fixed bridge using inlays 
as abutments in second bicuspid and second molar. Buccal 





3. Occlusal view. 


4. Occlusal view, showing threaded opening in occlusal 
gold casting for reception of screw. Also shown is plastic 
pontic with threaded bushing incorporated therein, and 
screw for attaching gold casting to plastic pontic. 





tern to a definite seat, and removed. 
3. The waxing is invested, cast, 
and trimmed and connected to the 
abutments. 
4. The screw is set in position in 
the finished casting and cut off about 
2 millimeters from the ridge. 


Do. The bushing is fitted to the 
screw up to the under-surface of the 
gold cusp. 

6. The bridge is now ready for 
waxing for the acrylic pontic. After 
waxing is completed, the entire bridge 
is invested for processing. 


7. The pontic is finished, the bush- 


ing incorporated within. 


8. The pontic is polished and 


screwed into position. 


1054. President Street. 





With the establishment of the new 
Cancer Section, aided by grants 
authorized by the National Cancer 
Institute of the Public Health 
Service and the American Cancer 
Society Inc., Excerpta Medica, 111 
Kalverstraat, Amsterdam, will 
meet a world-wide demand for an 


abstract journal covering the field 
of cancer. This important new sec- 
tion will contain 700-800 pages of 
informative abstracts a year in- 
cluding a monthly index of authors 
and a classified subject-and-au- 
thors’ index in completion of each 
yearly volume. The subscription 


rate for Volume I| (six monthly 
issues, July to December, 1953) is 
$5.00. Volume II and succeeding 
Volumes comprising 12. monthly 
issues will be priced at $10.00 a 
year. | 
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N DENTURI 


PINK 
ACRYLIC 


PINK ADDITION 
TO.,.PONTIC 


Clinical and Laborato 


Temporary Covering of Crown Preparations 
Robert R. Goodhart, D.D.S., Philadelphia 


I. As a temporary covering for a crown preparation paint one of 


the self-curing acrylics on the tooth, using the Nealon brush 
procedure. 


Finishing a Cold Pack Denture Repair 


Cc. W. Fain, Jr., D.D.S., Daytona Beach, Florida 


2. Flow a thin layer of wax over all the areas of the denture to 
be repaired before making the preparation. The acrylic repair ma- 
terial will not adhere to the wax making it a simple procedure to 
finish and polish to the original contour of the denture. 


Gingival Restorations in Cases of Recession 
David J. Manberg, D.D.S., New York 


3B. In cases of severe gingival erosion with recession, prepare the 
cavity in the usual manner and use the brush technique to restore 
the tooth with self-curing pink denture base acrylic. This procedure 
may also be used in cases of long bridge pontics to improve the 
esthetics. 


READERS are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, DENTAL Dicest will pay $10.00 on publica 
tion. | 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 


DENTAI DIGEST 





of 


» tO 
ma- 
> 10 


. the 
store 
dure 

the 


that 
jica- 


with 


iake 


the 


[GEST 


SUGGESTIONS. . 


Distracting the Child Patient 
Allen J. Gardner, D.D.S., Oakland, California 


{, Fasten several small pieces of cotton on the engine belt about 
18 inches apart. When the belt rotates, ask the child to watch the 
“rabbits” chasing one another. This will tend to take his mind off 
the dental manipulations. 


COTTON PELLET 
with MONSELS SOLUTION 


Control of Gingival Bleeding 
§. Joseph Bregstein, D.D.S., Brooklyn, New York 


Dry the bleeding area with a pledget of cotton. Apply a pled- 
set of cotton moistened with pure hydrogen of peroxide. Dry the 
area and touch it with Monsel’s salt solution applied on cotton. 
Pack well against the bleeding area. After two minutes wash the 


darkened debris with peroxide and continue the operative proce- 
dure, 


An Endodontic Instrument Sterilizer 


bernard Jacobs, D.D.S., Syracuse, New York 


6. Remove the rubber suction cap from an automobile ash tray. 
The tray is fastened to a suitable metal stand and placed over a 
Bunsen burner. Melotte’s metal or bar solder is melted in the tray. 


Broaches, reamers, and files are dipped in the molten metal to be 
sterilized, 


‘echnique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 466 for a convenient form to use. 

Send your ideas to Clinical and Laboratory Sugges- 


tons Editor, DENTAL Dicest, 708 Church Street, Evans- 
ton, Illin 1S. 
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INSTRUMENTS 


ORDCO Guaranteed 


Manufacturers 


THE NEW BAKER VENEER 
CROWN INSTRUMENTS 





ORIGINATORS of the mounted ... safe 


side ... one piece ... .016 disc for cavity 
preparation as illustrated, 


ORDCO Guaranteed wsiimrs 


% Published unconditional guarantee 






BAKER VENEER INSTRUMENTS, as 
shown in Nov. ADA Journal, available in 
3/8 in. and 7/16 in. diameters made to 
exact specifications. 


%& 100 concentration of 100% pure 
diamond, no adulterant or additive 


%*& Instruments 
techniques 


your 


designed for 


% Centerless ground to within .0003 
inch, positive handpiece fit assured 





%& Famous in the West for 7 years 





ALSO ORIGINATORS of round rimmed 


wheels (9 sizes and types) for bevel and 
contra bevel as illustrated. 


%* Now available nationally 
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MEDICINE 
and the 


Biologic 


Sciences 





Tinnitus Aurium 





“Ringing in the ear’”—tinnitus is 
a common symptom. It is, however, a 
most puzzling complaint. The condi- 
tion involves one or both ears or may 
be heard by the patient throughout 
the head with no specific location. 

The character of the sound varies 
considerably and has been described 
as being like the sound of escaping 
steam, a whistle, a high-pitched bell, 
or running water, or as a roaring. 
buzzing, hammering, or rushing. The 
patient is sometimes conscious of tin- 
nitus only during waking hours or 
when in a quiet room. At times it is 
a distressing disturber of sleep. 

The condition is rarely due to any 
single and specific cause. Being 4 
symptom and not a disease, tinnitus 
may be encountered in any form of 
ear disease: (1) as a result of im 
pacted cerumem in the external av- 
ditory canal, (2) eustachian tube ob- 
struction, (3) chronic nonsuppura 
tive otitis media, (4) at times acule 
otitis media, (5) otosclerosis, (6) 
nerve deafness, and (7) Meniere's 
disease. It is believed that tinnitus is 
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Pentids Aiiimiiteangorcee for the 
more common 
P) dental 
wall infections 
_ Efficacy of Antibacterial Agents against Various Organisms in Oral Cavity 
Organism Sulfonamides or Dihyt (a , Chloramphenicol 
Hemolytic streptococci 
\. ) Group ee a 
Group D 3 ‘ A —combine —A ee ¢ 
Other Groups — , 7 A B B 
Streptococcus viridans | A B B 
| Staphylococcus B A B A B 
SIs | Pneumococcus B A : B B 
r, a : 
ndi- C. diphtheriae A (plus serum) B 
nay 
Vincent’s organisms 
lout Borrelia vincenti A B 
yn. Fusiformis dentium A B B . 
~~ _ A Drug of Choice B Effective : C Moderately effective, some activity 
De 
ving e . e ov 
rell, just 1 or 2 Pentids Tablets three times daily for: 
“s acute oral Vincent’s disease with other appropriate dental procedures, 
€ , ‘ ‘ baie on8 
me and as adjunctive treatment of pericoronitis, alveolitis, dento-alveolar 
* al abscess, cellulitis, and osteomyelitis. Also for prophylaxis before and 
it is after tooth extraction and other dental surgery. 
- When pre-existing cardiac lesions predispose to subacute bacterial 
ay endocarditis or there is extensive tissue trauma, parenteral penicillin 
itus should be given before or at time of extraction followed by Pentids 
\ of postoperatively. 
im- . 
we Pentids and Pentids-Soluble in bottles of 12 and 100. 
ob- 
1ra- Pp 2 
at SQUIBB entids 
(6) Squibb 200,000 Unit 
re’s *PENTIDS’ IS A TRADEMARK Penicillin G Potassium Tablets 
s 1s 
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the IMMEDIATE Temporary 


Stopping and Temporary 
Filling Material 


@ NO MIXING 
@ NO HEATING 
@ NO PRESSURE 


$1.50 per Box 
of Six Sticks 


is a Plastic Zinc Oxide Compound — Ready for 
Instant Use. 
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Others Have Tried 
BS POLISHERS 
Why Not You? 


Many dentists have sent in the coupon 
below and found out why BS Polishers 
are preferred over many others. They can 
readily understand why this soft, flexible 
rubber polisher makes a patient feel safe 
and comfortable, also why it is easy for 
it to clean and polish every tooth to a 
lustre brightness. Why don’t you find 
out these facts for yourself? Send the 
coupon in now! 
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bond between dentine and enamel. Has 
many other desirable uses. Use Copalite 
with confidence within cavities prepared 
for abutments, under silicates, plastics, 
amalgam, jackets, or casting alloys of any 
kind. A package sufficient for 500 ap- 
plications costs only $3.25. Order from 
your dealer or mail the attached coupon. 
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HARRY J. BOSWORTH CO. 
216 West Jackson Bivd., Chicago 6, Ill. 
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also associated with (1) changes in 
intratympanic pressure, (2) blood 
pressure and spinal fluid pressure, 
(3) spasm in intratympanic muscles, 
and (4) edema and hyperemia with. 
in the eighth nerve structure itself, 

Tinnitus is also a symptom of a 
number of general diseases which in. 
directly affect the ear through the 
circulation. It is a common symptom 
with hypertensive cardiovascular in. 
volvement and the various forms of 
anemia. Certain drugs, such as qui- 
nine and salicylates, as well as ex. 
cessive and prolonged use of alcohol 
and tobacco, cause tinnitus. Head 
trauma, intracranial tumors and var. 
ious diseases of the central nervous 
system involving the auditory nerve 
are additional factors which contri- 
bute to the condition. 

Because of the complicated etiol- 
ogy, the treatment of tinnitus is fre- 
quently difficult and unsatisfactory. 
Many times the etiologic factor can- 
not be found and often the factor 
cannot be remedied. On the other 
hand, tinnitus disappears spontane- 
ously without apparent reason in 
many cases. 

Innumerable medicaments have 
been proposed but none has been uni- 
versally satisfactory. It is believed 
that most patients respond well to 
vasodilators of which nicotinic acid 
is generally the most satisfactory. It 
can be given over long periods in- 
tramuscularly or orally. Various 
surgical procedures have been at- 
tempted with varying degrees of suc- 
cess and failure. 


Fabricant, Noah: Medication in 
Diseases of the Inner Ear, Mod. Med. 
20:124-133 (March 1) 1952. 
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The orthopedic treatment of polio- 
myelitis strives to prevent deformi- 
ties and to restore power to muscles 
seemingly paralyzed. Treatment in the 
past was based on the principle that 
if a muscle were paralyzed, its nor- 
mal opponent would overpull it and 
force the involved part into an at: 
titude of deformity. Casts and braces 


Curare 
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were applied to prevent this. Despite 
ich apparatus deformities continued 
to develop. 

Kenny’s concept is that the over- 
pulling opponent of the paralyzed 
muscle is not normal but itself in a 


spasm or tightness. Her theories 


aroused controversy, but also stim- 
wated research which confirmed on 
an electro-myographic basis the pre- 
ence of irritability or spasm in the 
acute phase of poliomyelitis in most 
of the muscles of the body. Research 
aso demonstrated that the hot packs 
which she advocated did not lessen 
the spasm. 

Some investigators used curare to 
kssen the irritability and permit res- 
oration of muscles to their normal 
length by stretching. Curare is in- 
jected intramuscularly three times a 
lay. Approximately three quarters 
of an hour after the two daytime in- 
jections, a physical therapy technic- 
ian stretches all the joints of the body 
through an ever-increasing range. At 
the same time the patient is urged 
to exercise and to walk if possible. 
When the orthopedic examination 
reveals complete relaxation, the cur- 
are is stopped. 

With this method casts and braces 
are unnecessary in most cases. If 
complete relaxation can be obtained 
and maintained following discharge 
fom the hospital, deformities do not 
develop. The patient must continue 
the stretching for a long time after 
the acute phase has ended. 





Raisman, V.: Orthopedic Treat- 
ment of Acute and Subacute Polio- 
myelitis with Curare and Stretching, 
Yew York State J. Med. 52:1147- 
1150 (May 1) 1952. 








Stimulation 
of Growth 
in Long Bones 


\technique by which differences in 
limb length in children may be cor- 
ected by arrest of growth of the 
longer hone or stimulation of growth 
it the shorter has recently been re- 
ported. 

Local stimulation of bone growth 
sults when ivory screws are in- 
“tted near the epiphyseal cartilage. 
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Daily for one-month prior to the 
operation, a teaspoonful to a table- 
spoonful of phosphorized cod liver 
oil is given to the child; the dosage 
depending upon the age. Ivory screws 
or pieces of ivory are sterilized by 
being placed in 95 per cent alcohol 
and autoclaved under 15 pounds of 
pressure for one hour. 

After a lateral longitudinal in- 
cision has been made at the end of 
the bone, just enough of the perio- 
steum is stripped to permit drilling 
the holes. Although the incision is 


made in the epiphyseal plate region, 
it is not only unnecessary to expose 
the cartilage, but it is recommended 
that the plate be avoided. Not one 
complication has arisen from this ap- 
proach. Too much trauma at the site 
of the ephiphyseal plate may arrest 
growth. 

The drill should be at least 1/64 
inch smaller than the screw. After 
the depth of the drill hole has been 
determined, a mark is made on the 
proximal portion of the screw to in- 
dicate how far the screw must be 
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driven into the bone in order that its 
distal end will extend just through the 
opposite cortex. The remaining proxi- 
mal portion of the screw is then cut 
off flush with the cortex. 

Stimulation of growth follows the 
operation in nearly every case. Ac- 
celeration of bone growth has oc- 
curred in patients with poliomyelitis 
three, four, five, and six years 
after onset of the disease coincident 
with growth-stimulating procedures. 
This suggests that the cells in the 
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cartilage columns of the epiphyseal 
plate have not undergone degenera- 
tive changes during these periods. 

Much remains to be learned about 
bone growth in children. These re- 
ports, however, although not numer- 
ous, hold great promise. 





Pease, C. N.: Local Stimulation of 
Growth of Long Bones: Preliminary 
Report, Journal of Bone and Joint 


Surgery 34A:1-25 (January) 1952. 
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Two-Thirds of the Young 
With Gum Disease 

Although the young men in our mili. 
tary services are deployed among 49 
countries throughout the world, there 
are few reports concerning their den- 
tal health. We may assume that the 
caries rate is high and that upward 
of 90 per cent of these young people 
are afflicted with dental caries. The 
incidence of gingivitis among them 
has not been reported. If they fol- 
low the pattern of their military 
predecessors many of these military 
personnel are probably suffering from 
gingivitis and a considerable number 
from the malady with 24 synonyms 
—ulceromembranous gingivitis. 

An enterprising Danish dentist, 
J. J. Pindborg, in a comprehensive 
study of gingivitis among military 
personnel has done a piece of work 
that for detail and thoroughness 
should shame many of our American 
college professors who turn out re- 
search reports. Pindborg examined 
9,659 young Danes who were called 
for military duty. Among them he 
found 26.1 per cent with normal 
gingiva; 66 per cent with chronic 
gingivitis; and 6.9 per cent with 
ulceromembranous gingivitis. 

Among other things, this observer 
noted that ulceromembranous gin- 
givitis is more frequent during the 
autumn months. It is highest among 
outdoor workers and laborers; and 
lowest among clerks, business men 
and professional people. The outdoor 
country life does not appear to be 
conducive to gingival health, partic- 
ularly if the outdoor worker is i 
different about the toothbrush. 

Local factors of causation are more 
likely. to concern dentists than ar¢ 
general factors for the good enough 
reason that dentists can do some: 
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thing to correct local conditions. 
Simple marginal gingivitis and the 
acute ulceromembranous kind are 
more frequent in the anterior mouth 
regions. Frequency of gingivitis is 
seen with increasing deposits of cal- 
culus and the more one smokes the 
more the calculus is formed. This 
association between calculus forma- 
tion and smoking may not be too 
promptly accepted by American den- 
tists. 

In regard to etiology and control 
of ulceromembranous gingivitis Pind- 
borg says: 
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“Whether the fuso-spirillary sym-. 


biosis or some virus be considered 
the cause of ulceromembranous gin- 
givitis, a great importance must be 
attributed to the predisposing causes. 
It has been shown in the present in- 
vestigation that ulceromembranous 
gingivitis in almost all cases occurs 
on the basis of a simple marginal gin- 
givitis already present; the poorer the 
hygiene of the mouth the higher the 
frequency.” Most of us will agree 
with that. 

Every dental clinician learns early 
in his career that he has poor treat- 


ment results with cases of ulceron em. 
branous gingivitis unless smokii ¢ is 
rigidly prohibited. Pindborg’s ex. 
haustive study concerns this well. 
known clinical impression. Tol:acco 
is not good for the mucous mem. 
branes of the mouth and gums. 

What are the factors in tobacco 
smoke that are harmful? Pindborg 
lists the following: 

“(1) The tar which is present in 
the smoke exerts a directly irritating 
effect on the gums and thus gives rise 
to gingivitis. 

(2) The direct heat influence of 
the smoke on the gums is said to be 
capable of causing gingivitis. 

(3) Carbon monoxide, pyridine 
and other poisons present in the 
smoke are also said to be capable of 
exerting such a toxic effect on the 
gums that gingivitis may occur. 

*“(4.) Nicotine vascular 
spasms, and it is possible that the 
nicotine contained in the smoke 
causes contraction of the capillaries 
in the gums and in this manner in- 
terferes with the nutrition of the 
gums, which consequently become 
less resistant to infection.” 

No member of the human family 
can be more exasperating than one 
who has undergone any kind of re- 
formation or conversion. The former 
drinker who finds himself on the 
water wagon loses no chance to 
preach on the evils of drink. One who 
has smoked through the clandestine 
corn silk age up to the stogie age with 
almost every combustible product in 
between bears watching for his zeal- 
ous words against smoking. 

We are in the midst of hot debate 
concerning smoking as a chief cause 
of lung cancer. At the same time we 
hear the preposterous 
claims made in favor of smoking. 
Between the two extremes quite likely 
lies the truth. All smokers are not 
doomed to die an agonizing death 
from lung cancer and no one who 
smokes can possibly have his health 
benefited. On one side are the fear 
mongers, on the other the hucksters. 
In any case, I am convinced that the 
dental soft and supporting tissues in 
our young people are showing pro- 
eressive inflammatory changes. 

(Continued on page 466) 
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A NEW FORMULA—A NEW DENTIFRICE 


This completely new development, 
announced at a leading dental research 
center,! discloses that anti-enzyme pro- 
tection holds pH levels on tooth sur- 
faces above decay acid range (pH 5.6 
and above), despite ingestion of sugars 
— provides all day effectiveness with 


only one brushing. 


BIBLIOGRAPHY: 1. ‘A New Approach to the Problem 
of Dental Caries Control’: J Dent. Research (Aug.) 
1953. Abstract available to members of the pro- 
fession. 





1 
2 hour 
protection after 


one brushing with 
dentifrices (Regular, 
Ammoniated or Chlorophyll) 
without continuous anti- 
enzyme action 





Sugar rinses between 
brushings with leading 
tooth pastes showed 
reduction of pH to below 
5.6 in caries-active 
patients. 
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one brushing 
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Sugar rinses between 
brushings with 
ANTIZYME TOOTH PASTE 
showed that caries- 
active patients 
remained above pH 

5.6 in 9 out of 10 cases. 
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anti-enzyme protection against decay acids 


““Ask Your Dentist’”’ Our advertising to the laity generally carries a statement advising 
regular visits to the dentist—that ‘‘only long-term clinical study over a period of years can 
establish the full efficacy of this new principle in caries control.”’ 
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CLINICAL AND LABORATORY 
SUGGESTIONS 
(See pages 456 and 457) 


Form to be Used by Contributors 
To: Clinical and Laboratory Sug- 
gestions Editor 
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Explanation of Procedure: 


Sketch: 


Suggestions submitted cannot be 
acknowledged or returned. 


$10 will be paid on publication for 
each suggestion that is used. 
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Smoking is one factor; malnutrition 
in the presence of adequate food sup- 
plies is another factor. I refer to the 
malnutrition that comes from rob- 
bing the body of essential foodstuffs 
by filling up with refined sugar in all 
its diabolic forms. 

Robust youth should not have 
chronic gingivitis in the present rate 
of 66 per cent, nor should robust 
youth have chronic inflammation of 
other body parts and tissues in high 
per cent. Most of us are avowed de- 
fenders of the free enterprise system 
but some of us are beginning to 
wonder if forms of controls other 
than the safeguard of the Pure Food 
and Drug laws may not be needed to 
protect our people from their nutri- 
tional excesses of the wrong things 
and from their nutritional poverties 
for the right things. 


The One-String 
Cello Player 

I am indebted to James D. McCoy, 
the eminent orthodontist, for the 
story of the one-string cello player. 
In his response when he received the 
Ketchum award he said: 

“Every so often we witness the in- 
troduction into our specialty of some 
method or procedure whose enthusi- 
astic proponents either consciously or 
unconsciously look upon as being a 
panacea. They always remind me of 


the man who had a cello with a single 
string. He used to bow on it for hours 
at a time, always holding his finger 
at the same place. His wife endured 
this for some time but finally in des. 
peration said, ‘I have observed that 
when others play that instrument 
there are four strings and the players 
move their fingers about continuous. 
ly.’ 

“ “Of course they have four strings 
and move their fingers about con. 
tinuously,’ he explained patiently, 
‘they are looking for the place, I have 
found it!’ 

“Now I do not mean to disparage 
the one-string cello players in our 
specialty for they have kept us on our 
toes and played havoc with the old 
reactionary spirit. We must therefore 
keep our minds open, our spirit of 
tolerance active, and keep all four 
strings on our own cellos attuned to 
common sense and hard work. 

“T have often thought what a won- 
derful thing it would be if we could 
call back some of our pioneers, all of 
whom were strong in their convic- 
tions and in some instances not too 
friendly toward each other, and let 
them constitute a panel discussion at 
a meeting such as this. Doubtless 
some would have changed their 
minds, for certainly it is not just to 
say what a man would think now, just 
because he had strong ideas twenty- 
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Fine Acrylic Dentures 
Don’t ‘Just Happen’ 


It takes expert workmanship to turn out truly fine 
acrylic dentures. But expert workmanship alone is not 
enough — any denture can only be as good as the acrylic 
used in it. That’s why better laboratories everywhere insist 
on Hygienic Denture Acrylic. Technicians have told us it’s 
the finest acrylic they’ve ever used regardless of price. Ex- 
perience has taught them that its uniformly high quality 
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Where mouth conditions permit, 


there is no restoration that compares 
with a fixed bridge. 


Steele’s Trupontics provide the ultimate 
in fixed bridge restorations 

— for the comfort and 
future satisfaction 
of your patients. 


The Columbus Dental Mfg. Co. 
Columbus 6, Ohio 
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five or thirty or fifty years ago! Mos 
of us have changed our minds and 
even our concepts of the orthodontic 
problem and who knows but what 
future experience will cause us (o al. 
ter positions we now hold. I for one 
have at various times been in danger 
of becoming a one-string cello player 
only to be rescued before it was too 
late by the wise counsel of co-workers 
in this Association. 

“Perhaps I should conclude my re. 
marks at this point but I fully realize 
that I may never again be placed be. 
fore such a friendly audience and 
therefore I am asking your further 
indulgence to the extent of telling you 
a story. In 1665 a disastrous fire oc- 
curred in London and historic St. 
Paul’s Cathedral was destroyed. Un. 
der the patronage of King Charles 
II, Sir Christopher Wren, the most 
famous architect of that period, was 
commissioned to rebuild it. One day 
as it progressed and he was inspect- 
ing construction details he came upon 
three workmen who were cutting 
stone. He was unknown to them so he 
asked each the same question. ‘What 
are you doing?’ 

“The first, a surly man, replied, ‘T 
am cutting stone!’ 

“The second man, who was almost 
equally as rude, replied, ‘I am work- 
ing for three shillings a day!’ 

“But the third man laid down his 
mallet and with the light of inspira- 
tion upon his face said, ‘I am helping 
Sir Christopher build the Cathedral.’ 
Now you and I, in the great scheme 
of things so far as our profession is 
concerned, are but humble cutters of 
stone but we can, by our efforts cause 
a cathedral to be built, if judged by 
its benefits to children, whose lofty 
spires will reach the blue skies of 
Heaven itself. I for one am proud to 
be a humble cutter of stone and do 
my part in building and maintaining 
this temple, not made with hands, 
which we call orthodontics.” 

Here there are actually two stories. 
One of the man who was a monotone 
in his way of life. He might be com- 
pared to the man who looked for 
single’ causes of disease and single 
methods of treatment—the one-string 
cello player. Disease is not that simple 
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and treatment cannot be grooved to 
a routine. There are too many vari- 
ables. No two people are ever alike. 
No two disease processes are ever 
the same. Treatment cannot be stand- 
ardized. We must all learn to play on 
four strings rather than on one. 

The other story is of an attitude 
toward a job. Every vocation has its 
moments of boredom. Glamor in a 
vocation is a rarity. The movie star 
must undergo gruelling hours of re- 
hearsal doing the same thing over and 
over again. The Senator, the Gover- 
nor, the President, have their lives 
filled with answering silly letters and 
questions and shaking the hands, limp 
or bone-crushing, of thousands of 
curious people. The war correspond- 
ent sleeps in the cold rain or may be 
bitten by mosquitos or worse things. 
The distinguished judge spends weary 
hours in reading dreary law books 
and wordy lawyers’ briefs. The sur- 
geon, the engineer, the dentist have 
their days full of routine and have 
frequent unpleasant tasks. To lessen 
our boredom on any job we must be- 
lieve that what we are doing is im- 
portant. The feeling of important 
work is not the same as an attitude 
of pomposity or self-importance. 
Every worker, if he does his job well, 
should feel that he is making a con- 
tribution to human life, comfort, 
safety, or progress. Pick the vocation 
that seems lowest in the scale of so- 
cial acceptance and we will find that 
if the work is done well it has value 
in the interdependent economic 
scheme. All good work is important 
work! 

There are many present-day com- 
plaints that the spirit of pride in 
craftsmanship has flown from our 
ambitions. Unhappily, these com- 
plaints are justified. Most of us have 
had things too easy for the past ten 
years. Business has been good, jobs 
have been plentiful. Two examples of 
indifferent workmanship are current 
automobiles and new houses. Both 
have more frills and gadgets. Neither 
is as carefully and substantially made 
as were the cars and houses before 
workers were so independent. We 
may even presume that the same 
careless spirit of craftsmanship pre- 

‘Continued on page 472) 
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Amco-Kacts 


This time we would like to tell you a story about a dentist. Busy and 





successful, because he is a good dentist. 


Two years ago he investigated P. F., the posterior filling material 


that needs no undercuts, outwears amalgam. 


At first cautiously, then with greater frequency, P. F. became his 
filling of choice in most posterior work. He said "when P.F. successfully 


restored anterior corners he was ‘sold’ ". 


This dentist never had a demonstration. He picked it all up from 
the literature and directions (we admit that was tough). Further- 
more he didn’t believe the claims. And he had been disappointed 
many times before. He knew one thing was true, though. The 
material he had been using for posterior fillings was 50 years old, 
it flowed forever, became stained itself and stained the teeth, 


transmitted thermal shock, created electrolysis and was an eyesore. 


P. F. doesn't do any of those things; and, in addition, P. F. requires no 


undercuts, and outwears amalgam. We said that before! 


We found out about this good dentist from a friend who had had 
all her amalgams replaced by P. F. and she says that now she 


laughs without fear of displaying a mouthful of tarnished silver. 


She also said that he told her he didn't know what he did before he 
investigated P. F. 


Why don’t you investigate P. F. We'll send you a generous sample 


for $1.00. 
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AMERICAN CONSOLIDATED DENTAL CO. 


809-11 N. NINETEENTH ST., PHILADELPHIA, PA. 
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UNIVERSAL DENTAL Co. 
48TH AT Brown St., PHILADELPHIA 39, PA. 


Please send _ information 
Verident Plastic Teeth. 


concerning 


Dr. 





Address 








City 





See page 425 


L. D. Cautk Co. 
Mirorp, Det. 


Please send _ information 


Syntrex. 


concerning 


Dr. 





Address 





City 








See pages 426-27 


H. D. Justi & Son, Inc. 
PHILADELPHIA 4, Pa. 


Please send. information concerning Justi 


S.R.C. Teeth. 
OS a acl 








NN a 





City 








See page 428 D.D.10 


Witmot CAst Le Co. 
1109 University Ave., RocHester 7, N.Y. 
Please send information concerning the 


Castle “777” Speed-Clave 
Dr. 





Oe a 





City 








See page 429 D.D.10 


Cooxk-WaltE LABORATORIES, INC. 
1450 Broapway, New York 18, N.Y. 


Please send Ravocaine information. 


ke eee eS ON 





Address __. 











See page 430 D.D.10 


THE S. S. Wuite DENTAL Mec. Co. 
PHILADELPHIA 5, PA. 


Please send information concerning S. S. 
White Handpieces. 


Dr. 
Address 











How your colleagues obtain 
results more quickly in the 
Control of Infections of the 


Oral Cavity 


When Phylorinol was first offered, 
dentists were properly skeptical of 
the claims made for this then-new 
product. It was forced to prove it- 
self. It has done so. 

In increasing numbers, your 
colleagues have learned to rely 
upon Phylorinol as a safe and sim- 
ple adjuvant for controlling per- 
iodontal and gum disorders. Their 
original doubt has changed to con- 
viction that Phylorinol provides 
exclusive advantages. 

Your colleagues who are using 
it regularly have found it almost 
indispensable as an adjunct to 
their techniques for controlling 
oral infection. They obtain results 
more quickly. 

The reason: Phylorinol is not 
simply a chlorophyl product. It is 
a scientific combination of both 
chlorophyl and iodophenol. In lab- 
oratory tests it has proved to be 
80% more effective than Chloro- 
phyl alone in controlling staphy- 
lococcus aureus. (see graph) 

Healing is accelerated because 
Phylorinol is non-toxic and non- 
escharotic (there are no contrain- 
dications, no side effects). Too, no 
special instruments or skill are 
required. 


PHYLORINOL 


(Fill-or-inol ) 
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Your colleagues are using Phy- 
lorinol as an aid in the treatment 
of several conditions: gingivitis, 
inflamed or bleeding gums, Vin- 
cent’s, periodontol pockets, acute 
third molar flaps, malodorous oral 
conditions, in extractions, and for 
dry sockets, surgical care, denture 
soreness, and tooth sensitivity 
caused by receding gums. 


Your dealer has Phylorinol. Or 
you may obtain literature by writ- 
ing direct to Depart- 
ment D13 or mailing 
your professional 
card to us. 
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Never advertised to the Laity 


SCHAFFER LABORATORIES 


DEPT. D13, 3512 OCEAN VIEW BLVD., GLENDALE 8, CALIF. 


as 





See page 431 D.D.10 


J. M. Ney Co. 
HARTFORD, CONN. 


Please send information concerning Ney 


Golds. 
Dr. 
Address 
City 

















See page 432 


HELIOGEN Propucts, INC. 
35-10 Astoria BLvp., 


Lone Istanp City 3, N.Y. 
Please send samples of Heliogen Tablets: 


Dr. 





Address 
City 











See page 458 D.D.10 


O’RourKE DrAmonp Co. 
11423 Van Owen, Nortu Hotiywoop, CALIF. 


Please send information concerning Ordecé 
Diamond Instruments. 


Dr. 
Address 
City 














See page 460 


INTERSTATE DENTAL Co., INC. 
220 West 42np St., New York 36, N.Y. 


Please send Kwikseal information. 
Dr. 
Address 











City 


DENTAL DIGEST! 
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